






























































































































































































































































IHSS/CMIPS User’s Manual SOC 311 Field-by-Field Description

Fields F8, 68, and H8 are untitled fields on the SOC 311.

Field F8:
Length:
Description:

Field G8:
Length:
Description:

SDI IND/SDI BEG DATE — Optional, Alpha — PELG Screen Only

1/8 Format: X MMDDCCYY

State Disability Insurance Beginning Date — The recipient must complete and
submit to the county a SOC 409 — [HSS/CMIPS ELECTIVE STATE
DISABILITY INSURANCE (SDI) FORM to enroll the provider in elective
SDI. Valid field entries are:

e Y —Begin Elective SDI withholding.

When a “Y” has been entered, the date of entry will display in the SDI BEG
DATE field in MMDDCCYY format.

No SDI information prints on the SOC 311 TAD.

See Section XIII-G — State Disability Insurance for complete information
regarding Elective State Disability Insurance.

SDI END DATE - Optional, Alpha — PELG Screen Only

8 Format: MMDDCCYY

State Disability Insurance Ending Date — The date elective SDI contributions
will stop. If the provider is a minor child, the SDI END DATE will display as
the date of their 18™ birthday in MMDDYYY'Y format.

No SDI information prints on the SOC 311 TAD.
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IHSS/CMIPS User’s Manual

SOC 311 Field-by-Field Description

Federal and State Tax indications

When added to CMIPS all provider records default to “EXEMPT” for Federal Income Tax (FIT)
and State Income Tax (SIT) withholding, therefore the PELG fields default to blank. When a
W-4 and/or DE-4 has been processed for a provider the results display as indicated.

Lines H1, H2, H3 and H4 displays on PELG only. When indicated this information prints to
the SOC 311 in the designated area. These fields are accessible by State Contractor only. All
other users have inquiry access only.

Line H1:
Field 1 &2
Length:

Description:

Line H1:
Field 3
Length:

Description:

Line H1:
Field4 & 5
Length:

Description:

FIT W4 — Optional, Alphanumeric — PELG Screen Only

172 Format: X 99

Federal Income Tax W-4 — The Federal withholding allowances claimed by the
provider. The following may display:

First Character — Marital Status claimed by provider

e Blank — Exempt — System Default

o E — Exempt — Indicates a provider has submitted a W-4 claiming “Exempt”
status after having had taxes withheld under another status.

e S -—Single

e M —Married

Last two characters — The number of allowances claimed by the provider.
Valid entry is 00 to 99. See Section XIII-D — Employee’s Withholding Allowance
Certificate for W-4 and DE-4 processing information.

Information from field prints in field D7 on the SOC 311.

FIT WHOLD - Optional, Numeric — PELG Screen Only

5  Format: 999.99

Federal Income Tax Withholding — The additional amount of tax dollars the
provider has indicated to withhold over that withheld based upon indications in
FIT W4.

SIT W4 — Optional, Alphanumeric — PELG Screen Only

1/2  Format: X 99

State Income Tax W4 or DE-4 — The State withholding allowances claimed by
the provider. If the provider submits a W4, but no DE-4, the allowances
indicated on the W4 will be applied to State withholding. If a DE-4 is
submitted with a different status or withholding allowances than the W4, then
the FIT and SIT withholding fields may be different. The following
information may display:

First Character — Marital Status claimed by provider

¢ Blank — Exempt — System Default

e E - Exempt — Indicates a provider has submitted a W-4 claiming “Exempt”
status after having had taxes withheld under another status.

e S-—Single

e M —Married

Revision Date — December 1, 2011
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IHSS/CMIPS User’s Manual

SOC 311 Field-by-Field Description

Line H1:
Field 6:
Length:
Description:

Line H1:
Field 7:
Length:
Description:

Line H1:
Field 8:
Length:
Description:

Line H1:
Field 9:
Length:
Description:

Line H2:
Field 1:
Length:
Description:

Line H2:
Field 2:
Length:
Description:

Last two characters — The number of allowances claimed by the provider.
Valid entry is 00 to 99.

SIT WHOLD — Optional, Numeric — PELG Screen Only

5 Format: XXX.XX

State Income Tax Withholding W-4 or DE-4 — The State withholding claimed
by the provider. If the provider submits a W4, but no DE-4, the withholding
indicated on the W4 will be applied to the State. If a DE-4 is submitted,
Federal and State withholdings fields may be different.

RCVY - System Generated, Numeric — PELG Screen Only

6 Format: $X XXX XX

Recovery — The amount being recovered from the provider for prior
overpayments. This field displays the remaining outstanding balance due of all
SOC 330 processed. This information prints in Field E4 on the SOC 311.

FIT W4 ENTRY DATE — System generated, Numeric — PELG Screen Only
8 Format: MMDDYYYY
Indicates the date the W-4 information was entered.

SIT W4 ENTRY DATE — System generated, Numeric — PELG Screen Only
8 Format: MMDDYYYY
Indicates the date the DE-4 information was entered.

TIMESHEET - Optional, Alpha — PELG Screen Only

1

Timesheet — Request the pre-printed timesheet for the provider. This
information prints below the H Fields in the TIMESHEET field on the SOC
311 TAD. Valid values are:

e Blank
e N —No — System Default
e Y-—Yes

Up to four timesheets may be requested. The requested pay period and three pay
periods in the future. See Section VII-B — Initial and Replacement Timesheet
instructions.

START DT — Optional, Numeric — PELG Screen Only

8§ MMDDYYYY

Start Date — The first date of the pay period for the timesheet being requested.
This date will appear on the timesheet.

Revision Date — December 1, 2011
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IHSS/CMIPS User’s Manual

SOC 311 Field-by-Field Description

Line H2:
Field 3:
Length:

Description:

Line H2:
Field 4:
Length:

Description:

Line H2:
Field 5;
Length:

Description:

Line H3:
Field 1:
Length:

Description:

Line H3:
Field 2:
Length:

Description:

STOP DT — Optional, Numeric — PELG Screen Only

8§ MMDDYYYY

Stop Date — The last date of the pay period for the timesheet being requested.
This date will appear on the timesheet.

RECIP AIDE # — Optional, Alphanumeric — Future Use
4
Recipient Aide Number — Currently not used

PCSP ELIG - Required, Alpha — PELG Screen Only

1  Format: X

Personal Care Services Program (PCSP) Eligibility — Indicates if the provider
is enrolled as Personal Care Services Program provider. Valid entry values are:
e N —No — System Default — Provider is not PCSP eligible

e Y - Yes - Provider is PCSP eligible

This information prints below the H Fields in the PCP ELG field on the SOC
311. The PELG screen field name is PCSP.

UPDATE ALL PELG - Optional, Alpha — PELG Screen Only

1  Format: X

Update All PELG — Allows the automatic update of all PELG associated with
current provider, regardless of status, within the initiating county. Action
updates the address and/or phone number on all SOC 311 forms and PELG
screens with the same social security number. Valid field entry is:

e N —No — Do not update other PELG screens

e Y - Yes - System Default

This information prints below the H Fields in the UPDATE ALL PELG field
on the SOC 311 TAD.

SSNV — System Generated, Alphanumeric — PELG Screen Only
1 Format: X
Social Security Number Verification — This field, on the far right side, displays
one of the following indications reflecting the status of the Provider SSN as
confirmed by the Social Security Administration (SSA).
Blank Social Security Number has not yet been sent for verification.
e Once verified this field will be reset to blank if changes are keyed to
PELG fields NAME (B1-B3), SSN (D1) , SX (D3), or DOB (D4)
e Provider records with verification indications other than S or V will
be written to the SSN VERIFICATION REPORT. See Section
XIV-Y — SSN VERIFICATION REPORT for information
regarding processing.

Revision Date — December 1, 2011

Page VI-B-13



IHSS/CMIPS User’s Manual SOC 311 Field-by-Field Description

Submitted for verification, no response yet received

Verified — SSA confirms Name, SSN, DOB and Gender

Person indicate by SSA to be deceased

SSN submitted is not on file with the SSA

Name and DOB match; Gender code does not match SSA records
Name and Gender code match; DOB does not match SSA records
Name match; Gender code and DOB do not match SSA records
DOB and Gender code match; Name does not match SSA records
Contact SSA

AN bW =T<n

Line H4:
Field 1: EFT — System Generated, Alpha — PELG Screen Only
Length: 1 Format: X
Description:  Electronic Funds Transfer indicator for Direct Deposit:
¢ N —No Active Direct Deposit
® Y — Active Direct Deposit

Line H4: PO EXEMPT - Override Required if using PO Box in Address— PELG Screen
Field 2: Only
Length: 1  Format: X

Description:  This field allows counties to continue using PO Box in the Provider Address
field when the Provider meets the exception criteria provided by the CDSS
Policy Group.
e X —Override PO Box edit.

Fields I and J appear at the bottom of the SOC 311 form only. The PELG screen does not display
these fields.

Field I: AUTHORIZATION/DATE/REMARKS — Optional — SOC 311 Only

Description:  Authorization/Date/Remarks — Enter the county authorization signature, the
date of the signature and any remarks pertinent to the case provider in the
designated fields.

Field J: VALIDATION/DATE/REMARKS - Optional — SOC 311 Only

Description:  Validation/Date/Remarks — Enter the county validation signature, the date of
the signature and any remarks which pertinent to the case provider in the
designated fields.
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How to Become an IHSS Provider

An In-Home Supportive Services (IHSS) provider is someone who provides services to a
person(s) who receives in-home supportive services in the IHSS Program. The following is
information about the new IHSS Provider Enrollment and Orientation Process, please be sure to
read all the information below very carefully. The process includes important information that
must be completed by all IHSS providers, both new and current.

IHSS Provider Enrollment and Orientation Process

STEP 1. Complete and sign the IHSS Program Provider Enrollment Form (SOC 426), and
return it IN PERSON to the location designated by the county IHSS Office or IHSS Public
Authority.

o IHSS Program Provider Enrollment Form (SOC 426) (pdf)
o Translation: Spanish (pdf)
e Please Note: When you turn this form into the county IHSS office or IHSS Public
Authority, you must also bring the following: 1. Unexpired government-issued photo
ID, and 2. Original Social Sccurity Card.

STEP 2. Be fingerprinted and go through a criminal background check by the California
Department of Justice.

e The background check will show whether you have been convicted of any crimes that
make you ineligible to be an IHSS provider.

s Under State law (Welfare and Institutions Code Section 12305.81), if you have been
convicted of OR incarcerated following a conviction for one of the following crimes
WITHIN THE PAST 10 YEARS, you are NOT eligible to be enrolled as a provider or to
receive payment from the IHSS program for providing supportive services:

o Fraud against a government health care or supportive services program;

o Abuse of a child under circumstances or conditions likely to produce great bodily
harm or death (a violation of subdivision (a) of Section 273a of the Penal Code);
or

o Abuse of an elder or dependent adult (a violation of Section 368 of the Penal
Code).

e The county IHSS Office or IHSS Public Authority will give you instructions on how to
get fingerprinted when you turn in the completed and signed SOC 426. Do not try to be
fingerprinted until you have received instructions from the county.

» You can get fingerprinted at some local law enforcement agencies (Police or Sheriff
Department) or at businesses that offer digitally scanned fingerprinting (Live Scan)
services. The county THSS Oftice or IHSS Public Authority can give you a list of nearby
locations.

Y



e State law requires that you pay the costs for fingerprinting and the criminal
background check. Fees vary depending on where you choose to get fingerprinted;
however, the cost is about $70.

STEP 3. Complete an IHSS Provider Orientation.

o New IHSS Providers: A new provider is anyone who was not cnrolled as a provider
before November 1, 2009. New providers must attend an in-person orientation given by
the county.

o Current [HSS Providers: A current provider is any provider who was enrolled as a
provider any time between January 1, 2009 and October 31, 2009, Current providers have
the option of recetving the orientation matcrials to review rather than attending an in-
person orientation.

e The county IHSS Office or THSS Public Authority will tell you when and where you can
attend an orientation session or get orientation materials.

o The orientation will present important information about the THSS Program and the rules
and requirements for being a provider.

STEP 4. Sign an IHSS Program Provider Enrollment Agreement (SOC 846), and return it
to the county IHSS Office or IHSS Public Authority.

o IHSS Program Provider Enrollment Agreement (SOC 846)
o Translations: Armenian (pdf), Chinese (pdt), and Spanish (pdf)
« By signing the SOC 846, you are saying that you understand and agree to the rules and
requirements of being a provider in the IHSS Program.

Once you have completed these steps and you have been approved by the county THSS Office or
[HSS Public Authority to be an THSS provider, as long as vou are an active provider and your
criminal background check remains clear, you will continue to be eligible to provide services for
any IHSS recipient.

If you have any questions about the provider enrollment requirements, contact your county IHSS
Office or IHSS Public Authority.

hitp://www . cdss ca.gov/agedblinddisanled/PG2083 htm (8-2012)
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STATE OF CALIFORNIA - HEALTH AND HUMAN SERVICES AGENCY CALIFORNIA DEPARTMENT OF SOCIAL SERVICES

IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

READ THE INFORMATION BELOW CAREFULLY BEFORE
YOU BEGIN TO COMPLETE THIS FORM

Under state law, if you have been convicted of, or incarcerated following a conviction, for certain
'exClusronary crimes within the past 10 years, you are not eligible to be enrolled as a provider or to
‘receive payment from the IHSS program for providing supportwe services except as specrﬁed below.
: .There are two categorles of exclusmnary crlmes : v

e Tler 1 crlmes, as set forth |n Welfare and Instltutlons Code (W&lC) section 12305 81,
o arer ‘ S ‘ 4 : &

1. Specufled abuse of a child (Penal Code [PC] sectlon 273a{a] )
2. Abuse of an elder or dependent adult (PC section 368*), and
3. Fraud agalnst a government health care or supportive services program

. T|er 2 crimes as set forth in W&IC sectlon 12305 87, are

1. A violent or serious fetony, as specufled in PC section 667.5(c)", and
PC section 1192.7(c)*, '

2. Afelony offense for whlch a person is requtred to reglster as a sex offender
“pursuant to PC section 290(c)*,and .

3. A felony offense for fraud against a public socral services program as defined
in W&IC sectlons 10980(c)(2)" and (g)(2)".

A complete llstrng of Tier 2 crimes is avallable upon request from the County IHSS Office or
IHSS Publtc Authortty

*See attaohed form SOC 426C for the text of these PC and W&IC sections,

- As part of the IHSS prowder enrollment process you must submlt fingerprints and undergo a
: ‘_:j,crlmmal background check conducted by the Callfornla Department of .Justlce ‘ :

= If your responses on thrs form or the results of the crlminal background check show that you have

. been convicted of, or incarcerated following a conv;ctlon for, either a Tier 1 or Tier 2 crime within -

the last 10 years, you will not be eligible to be enrolled as an lHSS provider or to receive payment
~from the IHSS program for provrdmg supportlve servrces ‘

- ForTier 2 crlmes if you have obtained a certificate of rehabilitation or an expungement
g (dlsmlssal pursuant to PC sectlon 1203 4) the conviction will not disqualify you from working
as an IHSS provrder ‘ v :

- Ifyour convrctlon is for a Tler 2 crlme you may quality for an |nd|V|dual warver ora generai
: :exceptlon under certam cm:umstances Wthh are descrlbed below :

There are.no walvers or exceptlons allowed for Trer 1 crrmes

GO ONTO THE NEXT PAGE i

SOC 426 (4/12) PAGE 1 OF 4
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

CONTINUE HEADING THE INFOHMATION BELOW CAREFULLY BEFORE
L YOU BEGIN TO COMPLETE THIS FORM

ndwudual Walyer of an Exclusuon for Convnctmn fg[ aTier 2 Cr_.n,me

f you are found tneltglble based on a convtotlon fora Trer 2 exclusmnary crime but an IHSS
recipient (or his/her authorized representative) wishes to. hire you as his/her prowder in splte of
your criminal background you may obtain a walver as follows ‘ :

'+ The IHSS recipient who wnshes to hire you {or hls/her authorlzed representatlve) will be
mformed of your conwction ancl wnll be dlrected to keep the information confidential.

s The rectplent who wmhes to hlre you as hls/her prowder (or hls/her authonzed representatlve)
. must submit an IHSS. Remplent Request tor ProwderWawer (SOC 862) to the County HSS -
. Office or IHSS F’ubllc Authonty : . . |

'+ The walver will allow you to be nrolled to provude services only for the remptent who requested
- the waiver. 4 : : _

* Ifyou, as the provrder are also the reCIplents authonzed representatlve you are NOT allowed
- to sign the waiver on behalf of the recipient to waive crimes for which you have been convicted.
- In this case, the waiver must either be signed directly by the recipient or, if that is not possible,
- another individual must be declared an authorlzed representattve for purposes of SIgnlng this
waiver. » : :

- For more. mformatlon about requestmg a waiver, the IHSS recrprent who wnshes to hire you as
~_his/her provnder should contact the County lHSS Offlce or IHSS Public Authonty :

General Exceptlon of an Exclgglon for Conwctwn for aTler 2 Crlme

A you are found mehglble based on a conv:ctron for a Tler 2 exclusmnary crime and you want to be
listed on a provider registry or want to provrde services for a recipient who has not requested an . ‘
individual walver - t

‘ . 'You may apply for a general exceptlon of the exclusmn by completlng the lHSS Applloant
. Provider Request for General Exception (SOC 863). : :

- ~You will be requwed to prowde backup documentatlon (e.g., employment hlstory, personal
freferences etc.), to support your request for a general exceptlon =

+ . For more mtormatlon about requestlng a general exceptlon contact the County IHSS Offlce or
L IHSS Publlc Authorlty L §

s Completion of this form satisfies ONE of the IHSS providerenrollrhent requirements

You must complete ALL of the prowder enroliment reqwrements BEFORE you can be enrolled |
. -as an IHSS provider or get paid from the IHSS program for prowdlng authorized services for an
“eligible IHSS recipient. -

GO ONTO THE NEXT PAGE -

SQC 426 (4/12) PAGE 2 OF 4
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IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

INSTRUCTIONS:

* Use black or blue ink to fill out. Print information clearly.

¢ Fill out, sign and return this form in person to the office or location designated by the county. Bring original federal or
state government-issued identification and your original Social Security card when returning this form.

* Complete all items in PART A, answer the questions in PART B, and read and sign the declaration in PART C.

* The county will: 1) Review the form to make sure it is complete; 2) Make photocopies of your
identification and Social Security card; and 3) Provide you with a copy of the completed form for your records.

*  You must let the county know if anything you report on this form changes within ten (10) calendar days of the change.

e PART A: PROVIDER INFORMATION . o
1 Full Name (Flrst Name, Mlddle Initial, Last Name): ; 2. Date of Birth: i 3. Gender:

i
i

If you are under 18 years of age, you must submit a M
i valid Work Permit with this form. o

F

4. Home Address (Must be physical address, not a Post Office box): ciy: ;”s'fatef %le:
5. Mailing Address (if different from home address): T City, ‘ ‘ %State: i;ZEP:
6. Telephone Number (with Area Code): 7. Social Security Number*: o

8. a. Driver's License # or Government Issued 1D #: b. ‘Expiration Date:

c. Issuing State:

9. a. Primary Spoken Language: T b, Primary Written Language:

NOTES:

* The collection of the Social Security Number is required pursuant to W&IC 12305.81(a), and the Immigration Reform and Control Act
of 1986, Public Law 99-603 (8 USC 1324a), for the purposes of veritving the individual's identity and authorization to work in the
United States.

PART B: PROVIDER DISCLOSURE . -

ANSWER THE FOLLOWING QUESTIONS BY CHECKING THE APPROPRIATE BOX:

1. WITHIN THE PAST 10 YEARS, HAVE YOU BEEN -
a. Convicted of or incarcerated foliowing a conviction for a Tier 1* ¢time?........cccococcevenrieee e, . YES T NO
b. Convicted of or incarcerated foliowing a conviction for a Tier 2* crime?.........ccocooviiivveneenan. L. YES LINO
*See Page 1 of this form for a definition of Tier 1 and Tier 2 crimes.

2. IEYOU ANSWERED “YES”TO QUESTION 1.b. ABOVE, have you obtained a certificate of rehabllltatlon
or expungement (dismissal pursuant to PC section 1203.4) of the Tier 2 ¢rime? ........c..coocovvvveen., L. YES
IfYES, you must provide the county with a copy of the certificate of rehabilitation or documentation of the
expungement along with this completed form.

:NO

"GO ONTO THE NEXT PAGE =i

SOC 426 (4/12) PAGE 3 OF 4




IN-HOME SUPPORTIVE SERVICES (IHSS) PROGRAM
PROVIDER ENROLLMENT FORM

|
PROVIDER'S NAME: |
PART C: PROVIDER DECLARATION

| UNDERSTAND AND AGREE THAT -

. | cannot receive IHSS program funds as payment for authorized services | provide to any eligible
recipient of IHSS until | have completed the entire provider enroilment process and | have been officially
enrolled as a provider by the county.

 As a part of the provider enrollment process, | must provide fingerprints and undergo a criminal
background check. | am responsible for paying the costs of fingerprinting and the background check.

. If it is found, either through my responses on this form, the results of the criminal background check, or
some other means, that within the past 10 years, | have been convicted of or incarcerated following a
conviction for a Tier 1 exclusionary crime, | will not be eligible to be an IHSS provider, and the recipient
who wished to hire me will be informed that | am ineligible to be a provider because of a disqualifying
criminal conviction which will not be specified.

. If it is found, either through my responses on this form, the results of the criminal background check, or
some other means, that within the past 10 years, | have been convicted of or incarcerated following a
conviction for a Tier 2 exclusionary crime, and | have not received a certificate of rehabilitation or had the
conviction expunged ~

I will not be eligible to be an IHSS provider, unless an IHSS recipient who wishes to hire me to
provide his/her services, requests an individual waiver, or | apply for and | am granted a general
exception; and

The IHSS recipient who wishes to hire me as his/her provider will be informed of my conviction
and the types of crimes for which | was convicted, and he/she will be directed to keep the
information confidential.

IF | AM ENROLLED BY THE COUNTY AS AN IHSS PROVIDER, | UNDERSTAND AND AGREE THAT -

. If the person | provide services for receives IHSS through the Medi-Cal program, | will be considered to
be a Medi-Cal provider of personal care services. Therefore, | will be required to comply with all
Medi-Cal program rules relating to the provision of services.

+  Payment for the authorized services | provide to an IHSS recipient will be from federal, state and/or
county [HSS funds. Any false statement | provide, including false entries on the timesheet or
withholding of information, may be prosecuted under federal and/or state laws.

» | will reimburse the IHSS program for any overpayments paid to me and any overpayment, individually
or collectively, may be deducted from a future paycheck for services | provide to any recipient of IHSS.

. I will provide all services without discrimination based on race, religion, color, national or ethnic origin,
gender, age, sexual orientation, or physical or menta! disability.

I declare, UNDER PENALTY OF PERJURY, that all of the information | have provided on this form
is true and correct to the best of my knowledge, and that | agree to all of the statements listed
above.

Signature: Date:

Printed Name:

FOR COUNTY USE ONLY

County Representative’s Signature (Optional):______ . .. DATE:
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JOHN A. WAGNER ARNOLD SCHWARZENEGGER
DIRECTOR GOVERNOR
REASON FOR THIS TRANSMITTAL
[ X] State Law Change
October 28, 2009 [ ] Federal Law or Regulation
Change
[ 1Court Order
ALL-COUNTY LETTER NO.. 09-54 [ ] Clarification Requested by
One or More Counties
[ ]!Initiated by CDSS

TO: ALL COUNTY WELFARE DIRECTORS

ALL IN-HOME SUPPORTIVE SERVICE (IHSS) PROGRAM MANAGERS

SUBJECT: IN-HOME SUPPORTIVE SERVICES (IHSS) PROVIDER ORIENTATION

REFERENCE: ASSEMBLY BILL X4 NO. 19

This All-County Letter (ACL) provides information regarding the new requirement for all
providers to complete In-Home Supportive Services (IHSS) Provider Orientation, which
resulted from passage of Assembly Bill (AB) X4 19 (Chapter 17, Statutes of 2009).
ABX4 19 added Section 12301.24 to the Welfare and Institutions Code (WIC).

BACKGROUND

This legislation requires that effective November 1, 2009, all prospective providers must
complete a Provider Orientation at the time of enroliment. All current IHSS providers
shall receive the same Provider Orientation information before June 30, 2010. It further
directs the California Department of Social Services (CDSS) to develop the Provider
Orientation in consultation with the counties and include, but not be limited to, the
following:

The requirements to be an IHSS provider;

A description of the IHSS program,;

The rules, regulations, and provider-related processes and procedures, including
timesheets.

The consequences of committing fraud in the IHSS program; and

The Medi-Cal toll-free telephone fraud hotline and internet web site for reporting
suspected fraud or abuse in the provision or receipt of supportive services.
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ORIENTATION CURRICULUM

The orientation curriculum was developed by CDSS in consultation with California State
University Sacramento (CSUS). Two meetings were held to obtain stakeholder input
during early development. Representatives included:

o County representatives, through the California Welfare Directors Association
(CWDA),

o Public Authority representatives, through the California Association of Public
Authorities (CAPA),

* Representatives from Service Employees International Union (SEIU),

* Representatives from the United Domestic Workers (UDW),

o Representatives from the IHSS Coalition, and

o Public representatives.

In addition, CDSS solicited input from Select counties on their existing provider training
programs and received materials that were used in the development of the Provider
Orientation, such as a fraud prevention video developed by the County of Fresno.

CSUS will serve as the clearinghouse for all Provider Orientation materials and
distribute copies at no cost to the counties. In the Initial release, which occurred on
October 19, 2009, CSUS distributed the following Materials:

o A master copy of the Provider Orientation Training on CD-Rom and instructions
for viewing (Estimated viewing time: 40 minutes).
» Handouts (100 copies) that included:
1. Services Covered by IHSS, including a time conversion chart for
completing the timesheet
2. Mandated Reporter
3. Medi-Cal Fraud and Abuse
4. Tips for Avoiding Fraud

Translated copies of an Orientation Guide consisting of the information covered in the
CD-Rom have been developed and will be distributed to the counties within the week.
The Orientation Guide was designed for distribution to existing providers who do not

attend the on-site Provider Orientation training and do not have access to a computer.

CSUS is currently completing the translation of the Orientation materials in Armenian,

Chinese and Spanish. These materials will also be distributed to the counties within the
week.

./E};g,,,,
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New providers must attend the Orientation Training on-site at the county or Public
Authority and receive the handouts. Current providers may attend the on-site training
or receive a copy of the CD-Rom for viewing at home or if they cannot view the CD at
home, a copy of the Provider Guide when available. Current providers also must
receive the required handouts.

RELATED ACLS

An ACL addressing the criminal background investigations and the list of criminal
offenses that would bar an individual’s enrollment as a provider was released for
stakeholder comment on October 23, 2009. Once the final ACL is released, the list of
criminal offenses will be added to the Provider Orientation hand outs and distributed by
CSUS.

ACL 95-02, New In-Home Supportive Services Provider Enrollment Requirements and
Revised Provider Enrollment Form (SOC 426), was released on October 1, 2009, The
ACL and the Provider Enrollment form are available on the CDSS website. The
Provider Agreement form (SOC 846) will be released on October 26, 2009, for
stakeholder review and, once finalized, will be posted on the CDSS web site.

COUNTY RESPONSIBILITIES

¢ Beginning November 1, 2009, counties are required to ensure that all prospective
providers attend a Provider Orientation before they are enrolled and become a paid
provider.

o Prior to June 30, 2010, counties must ensure that all current IHSS providers either
attend an on-site orientation or receive the Provider Orientation materials.

o Counties are required to use the materials developed by CDSS, but may supplement
the Orientation with county-specific information and/or directions.

o Following receipt of the Provider Orientation materials, counties must obtain a
signed agreement from each provider stating that they understand and agree to the
rules and requirements to be a provider under the IHSS program. This form will be
available on-line.

o The county shall indefinitely retain the signed agreement in provider’s file.

¢ Counties must inform providers that their refusal to sign the agreement shall result in
their ineligibility as an IHSS provider,
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¢ Counties must document that all providers have received the Orientation. If counties
elect to have the Public Authority (PA) conduct the Provider Orientations, they must
ensure the PA uses the required materials and provide the same documentation.
Each county shall provide needed bilingual/interpretive services and translations to
non-English or limited English proficient populations as required by the Dymally
Alatorre Bilingual Services Act (Government Code section 7290 et seq.) and by
State regulation (MPP Division 21, Civil Rights Nondiscrimination, section 115).

PROVIDER RE-ENROLLMENT

Provided there are no changes in the information that was reported, once an individual
has been enrolled as a provider, it remains valid for a period of one year beyond the
time that the individual stops providing services, provided that the county/PA has
continued to receive the subsequent notices from the Department of Justice (DQJ).

If an enrolled provider stops providing services for a period longer than one year or DOJ
was directed to discontinue sending subsequent notices during the one year break in
service, the person will be required to complete the Provider Orientation and enroliment
forms and go through the standard county review process before he/she can be begin
providing services again.

FISCAL INFORMATION

A County Fiscal Letter (CFL) outlining the allocation of the funds reiating to the
expenses for this mandatory Provider Orientation training will be forthcoming.

If you have any questions regarding the Provider Orientation, please contact
Michele Loftin, Manager, Program Integrity and Training Unit, at (916) 229-4005.

Sincerely,

Original Document Signed By:.

EVA L. LOPEZ
Deputy Director
Adult Programs Division
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